DISCUSSION
Dr. S. G. Flavell Matts (Bristol): I was interested that Dr. Lennard-Jones fotnd the method of slow intrarectal infusion of hydrocortisone cumbersome and time consuming, and not very portable. It can also be difficult and time consuming to explain to the patient the method of setting up and administering it. In our experience of this therapy we have had satisfactory results, but have noted the drawbacks.
In view of these I have been trying to develop a simpler administration of intrarectal therapeutic solutions. A trial has just been completed of an alternative method of local therapy for ulcerative colitis.
This consists of a solution of a soluble prednisolone (prednisolone 21-phosphate) given in the form of a small retention enema, from a disposable plastic bag.
The patient gives this to himself every night on retiring to bed, the time taken being about five minutes. The solution is usually retained all night, and so far no technical difficulties have been encountered.
It is a method which particularly lends itself to outpatient work as the bags are portable and easy to dispense. The method of use can be explained to the patient in a few seconds.
The trial has been conducted in two parts: (1) A double blind trial employing sequential analysis to establish the value of the method. (2) Assessment on a larger number of patients. All had acute or relapsing ulcerative colitis, and were mainly outpatients. Admission to hospital was unnecessary in most cases.
The results were encouraging. Improvement was obtained in over 900%, sometimes rapidly and dramatically. If therapy is continued from four to eight weeks, a remission can usually be expected. The patients who responded best were those with fairly acute left-sided ulcerative colitis, but surprisingly good results have been obtained in the generalized disease. The advantages of this method are numerous, particularly its simplicity, the time saved to patient and doctor and its ease for out-patient work; in suitable cases it may easily be combined with systemic therapy. The detailed results are published in the Lancet, together with an account of the technique (Matts, 1960) .
Irradiation Damage to the Bowel By C. I. COOLING, F.R.C.S. iLondon IRRADIATION damage to the bowel was the subject of a Hunterian Lecture in 1938 by Professor T. F. Todd of Manchester, but it does not appear to have been discussed at a meeting of this Section. Although it is a relatively uncommon lesion it can present the proctologist with a difficult problem.
The usual cause of irradiation damage to the bowel is treatment of carcinoma of the cervix by the conventional Stockholm radium method, but any external irradiation can act in a similar manner. Brick (1955) recorded damage to the stomach, small intestine and colon following supervoltage therapy to the abdomen. Bloom (1959) commented on the obvious advantages of supervoltage therapy for treating deep-seated tumours, but also spoke of the damage it can 'produce to other structures.
Conventionally, carcinoma of the cervix is treated by the insertion of a tube of radium into the uterus and packages of radium placed in the vaginal fornices. The dose is controlled by the time factor to give about 6,000 mg hours of irradiation, and may be followed by external irradiation to the parametria. If the radium slips or is in a bad position, an unexpected "high spot" of irradiation can occur to the rectum causing a localized area of overdosage.
All authors agree that there is a great deal of variation in the sensitivity of individual tissues to irradiation.
Nevertheless, attempts to cure tumours by high dosage may achieve their object at the expense of damage to other structures.
At the Royal Marsden Hospital the insertion of the radium in these cases is checked by means of a scintillation probe dosimeter, which measures irradiation being received by the bladder and rectum. If a high dose of irradiation is given to the rectum the radium packages are readjusted. This control requires the support of a physics department; unfortunately few hospitals possess these facilities.
It is difficult to assess the incidence of rectal reactions, which must vary with techniques, stage of disease and age of the patient. Strickland (1954) early and late. Early reactions are not our concern. They occur at the end of or during treatment, and are the reactions of any mucous membrane to irradiation. The symptoms are mild and subside in a few weeks. These cases belong to the group of so-called "factitial proctitis". If treatment is necessary rectal washouts, liquid paraffin and opiates soon relieve the diarrheea and tenesmus. The late reactions are more sinister and occur a few months or occasionally years after treatment. These Todd divided into intrinsic reactions or localized radionecrosis affecting only the bowel wall, and extrinsic reactions when indurated bowel lies in a pelvis full of fibrous tissue. In the American literature these lesions have been classified as Groups I-IV, from proctitis to advanced fibrosis with rectovaginal fistula.
The crux of the problem is the similarity to recurrent carcinoma in the pelvis. Such a patient, Mrs. A. N., aged 69, was treated with radium for carcinoma of the cervix. Four months later she developed rectal pain and bleeding due to an ulcer on the anterior rectal wall, 8 cm from the anal margin. There was concern that this might be malignant but biopsy was never positive. Under conservative treatment the ulcer healed in eighteen months. and she died four years later, tumour free.
In contrast, Mrs. S., aged 80, was treated by supervoltage therapy for carcinoma of the bladder. Two years later she had similar symptoms of rectal pain and bleeding. A rectal stricture was present but the bladder was clear of tumour. Nevertheless, the symptoms were due to a recurrence of tumour in the pelvis invading the rectum.
Rectal haemorrhage can be severe with these late irradiation reactions and fatalities are not unknown. In Mrs. E. J., aged 52, rectal symptoms occurred ten months after completion of radium treatment. A barium enema showed a long stricture in the pelvic colon (Fig. 1) and it was impossible to say whether or not it harboured neoplasm. Laparotomy revealed a fibrous pelvic colon which was mobilized and resected leaving a temporary colostomy. She suffered persistent bleeding from the distal rectum and required blood transfusions. Eventually a massive heemorrhage proved fatal, and at autopsy ulcerationf was found in the rectum. Usually a colostomy is suffipient to rest the bowel and control the heemorrhage, but if it persists, as in this patient, a more radical surgical approach would seem desirable.
Another patient, Mrs. E. H., aged 37, developed a stricture in the rectosigmoid. Rectal bleeding and diarrhoea appeared seven months after radium treatment. The stricture was resected and its benign nature confirmed, that of excessive fibrosis throughout the bowel wall. She is alive and well, and free of tumour four years later. If a fibrous stricture occurs in the rectum, simple dilatation is all that is required.
The extreme type of extrinsic reaction with massive fibrosis is a difficult problem, the patient usually ending with a colostomy.
Mrs. E. F., aged 53, was treated by radium therapy in 1949. Two months later she developed rectal ulceration, fibrosis and a rectovaginal fistula. After four unsuccessful operations on the fistula, she was left with a colostomy. One of these operations had been an attempted closure with a lined perineal flap by a plastic surgeon.
In 1957 she attended the Gordon Hospital requesting to be rid of her colostomy. The fistula was present, the rectum stenosed and the pelvis solid with fibrous tissue. The rectal stricture responded to dilatation, but the fistula was large and low in the rectum. Seven months later a laparotomy was performed. A posterior pelvic evisceration was performed, digging out the uterus, vagina, rectum and fistula from this solid mass, leaving the pelvic colon and a 1-in. rectal stump. Intestinal continuity was restored, with the anastomosis in the perineum after eversion of the rectal stump. There was a partial breakdown of the suture line which subsequently healed, and the colostomy was closed a year later. She has normal bowel function and, fortunately, normal rectal control. There was no evidence of tumour in the specimen, but to obtain this cure she has gone through ten troublesome years.
With these problems, it is important to pursue the diagnosis and not abandon a case as a hopeless pelvic recurrence when in fact it is tumour 3' 651  FIG. 2. -Barium enema to show associated rectal stricture and diverticulitis. free, or to recommend further palliative irradiation to what is already a case of over-irradiation.
The following cases present a few points of further interest.
A woman, aged 70, developed a rectal stricture one year after radium treatment. At routine gynicological follow-up she was noted to be tumour free and was reassured, but her rectal symptoms attributed to the radium slowly worsened. After fifteen years she was referred for a surgical opinion. Treatment with rectal washouts and paraffin emulsion brought rapid relief. A barium enema (Fig. 2 ) designed to produce a picture of a rectal stricture also demonstrated diverticulitis. Was the marked diverticulitis and not the rectal stricture responsible for most of her symptoms?
Another patient, aged 53, developed a metastasis in the left pubic bone from a carcinoma of the thyroid; she was treated by three courses of external irradiation. A full therapeutic dose of radioactive iodine was given later to ablate the residual thyroid tissue in the neck in the hope of persuading the metastasis to take up further doses of isotope. At this time she developed profuse rectal bleeding and the pelvic metastasis became tender. To bring the symptoms under control transfusions and a temporary colostomy were necessary.
The dose of irradiation received in the rectum from the isotope was extremely small, but the dose of external irradiation was sufficient to account for the rectal reaction. The administration of the isotope at that time was unfortunate, as it appeared responsible for the symptoms. Had the metastasis in the pelvis taken up the isotope this could have been the case.
Another aspect was encountered in a woman aged 31, who received external irradiation to enlarged lymph nodes in the left groin and two years later developed rectal symptoms. A barium enema revealed localized colitis or possible radiation damage of the pelvic colon. On sigmoidoscopy, the bowel was normal to 15 cm at which point there was an ulcer and a stricture which did not appear to be typical of ulcerative colitis. Her symptoms continued, and six years later she had progressed to a total colitis-allowing scope for speculation on the relationship.
Finally, we must remember the number of radiation-induced tumours now being reported in the literature in regions such as the pharynx and skin. I do not know of a reported case of such a tumour in the rectum, but with the increasing use of supervoltage therapy for pelvic tumours and greater tissue penetration, have we seen the end of this problem-or the beginning?
Incision and Primary Suture of Abscesses of the Anal Region By M. ELLIS, M.B., F.R.C.S. Leeds FROM time immemorial, the treatment of an acute abscess has been to incise and drain it. Granulation tissue grew in from the walls of the cavity and eventually filled it. The skin grew over the granulations and the incident was closed. It was considered essential that the cavity should fill in evenly without pocketing or the abscess might recur or a fistula form. In large abscesses around the anus, this pocketing was prevented by packing the cavity with gauze.
As the abscess filled in, the pack was changedoften such a painful procedure that an anmsthetic was required. In any event, in an abscess of this size it was often weeks before healing took place. Antibiotics did not cure an established abscess nor expedite healing. Many years ago, when penicillin became available, I observed that if it had been given for some days in the vain attempt to cure the abscess the lesion appeared to heal more quickly after operation. I postulated the
